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S U M M A R Y
We are not ready for a global pandemic of Ebola virus. The current West African epidemic should serve as
a dire warning of things to come.
 2014 The Authors. Published by Elsevier Ltd on behalf of International Society for Infectious Diseases.
This is an open access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-
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jou r nal h o mep ag e: w ww .e lsev ier . co m / loc ate / i j idFrom 1346-53 the plague killed half of Europe’s population.
‘Black Death’, spread throughout Europe largely unchecked,
creating fear and havoc among the general population. The current
Zaire Ebola virus outbreak in West Africa has now spread to seven
countries (Guinea, Sierra Leone, Liberia, Nigeria, Senegal, Spain and
the United States of America) with a total of 9216 cases and
4555 deaths according to WHO.1 However, this estimate could be
grossly underestimated according to the CDC. Given the high case
fatality rate (71%), fear and ignorance have once again gripped the
countries afﬂicted, making the epidemic difﬁcult to contain. Sadly
we are ill-prepared to stop such a threat despite the constant
reassurance from various world health authorities and govern-
ment agencies. Actually we are probably far worse off than in
1346 given the ease at which Ebola can cross porous international
borders.
In November 2002 acute respiratory syndrome (SARS) ﬁrst
appeared in Southern China and caused a global pandemic with
8273 cases and 775 deaths in 37 countries.2 It cost society over
40 billion US dollars by the time it was halted in July 2003. This
event triggered the development of the 2005 International Health
Regulations (IHR) which delineate the responsibilities of indi-
vidual member countries (194) and WHO, in declaring and
managing public health emergencies of global health impor-
tance.3,4 WHO member countries were to establish systematic* Corresponding author.
E-mail address: a.ross@grifﬁth.edu.au (Allen G.P. Ross).
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license (http://creativecommons.org/licenses/by-nc-nd/3.0/).approaches to surveillance, early-warning systems, prompt
responses to public health threats and the promotion of technical
cooperation and logistics.3,4 In 2009, the world was confronted
with a global pandemic of H1N1. At the request of WHO, an
international expert committee was formed to evaluate the global
response based on the 2005 regulations. The fundamental
conclusion of the committee was ‘‘The world is ill prepared to
respond to a severe inﬂuenza pandemic or to any similar global,
sustained and threatening public health emergency.’’5 As of mid-
2012 only 58% of the member countries stated that they
developed national plans to meet the IHR core capacities and
only 22% (42 countries) fully establish the capacities.3,5WHO does
not have the authority to enforce these regulations. Clearly we are
not ready for a global pandemic such as Ebola.
On August 8th, 2014 the Director General of the WHO declared
the West African Ebola crisis a ‘‘public health emergency of
international concern’’.6 Moreover, Sierra Leone’s president stated
that ‘‘the very essence of our country is at stake.’’7 However, WHO’s
advice did not call for a ban on travel but recommended travellers
leaving the affected countries be screened on departure for fever
and anyone suspected of carrying the virus (i.e. symptoms of fever,
vomiting, diarrhoea, haemorrhage) be monitored for 21days.8 The
obvious question is how will this be regulated and enforced? Do we
really believe that such a dangerous and highly contagious RNA
virus can be contained with such rudimentary surveillance and
control measures? Do we really believe travellers will volunteer
such information knowing full well that their trip may be cancelled
and that they could be quaratined? The general public are underciety for Infectious Diseases. This is an open access article under the CC BY-NC-ND
A.G.P. Ross et al. / International Journal of Infectious Diseases 28 (2014) 217–218218the false perception that we are, but the virus has already spread to
Nigeria, the USA and Spain via air travel. Gabon, Senegal,
Cameroon, The Ivory Coast and South Africa have closed their
land borders to prevent the spread of Ebola to their territories and
they have imposed a ban on ﬂights to and from Sierra Leone, Liberia
and Guinea. Although many would question this decision we
believe the governments were warranted in issuing such bans,
given the difﬁculty in containing the current outbreak. Perhaps,
international nations should now consider such a ban for the next
six months given the recent introduction of new cases to the USA
and Spain.
Over the past two decades we have worked on the control of
tropical infectious diseases in some of the poorest countries in the
world including several countries in Africa. People fail to realise the
magnitude of poverty and how dysfunctional the health-care
systems really are. In Sierra Leone there is just one physician for
every 45,000 people, in Liberia one physician for every 70,000
people and in the rural areas the disparity is far worse.9 Most
hospitals under normal conditions are chronically understaffed,
lack basic medical supplies and have virtually no infection control
measures whatsoever. Morgues are often overﬁlled with bodies
lying on the ﬂoor for days. Hospitals struggle to have running water
and electricity thus making the proposed ‘real-time’ surveillance of
cases a tremendous challenge if not impossible. It is not
uncommon for 2-3 patients to share a single hospital bed. This
is well known by the general public and most would never go to a
hospital under normal circumstances unless they were critically ill.
So, there is little wonder why they lack the trust to go now, and
instead opt to die at home, further fuelling the epidemic.
The capacity of developed nations to contain a possible
outbreak of Ebola virus on their own soils should not be taken
for granted and stringent international surveillance, quarantine of
suspected cases and pandemic planning should take place now at
all ports of entry for travellers from West Africa. Although the
virus is not known to spread via air borne transmission, as with
SARS and H1N1, the general symptoms of fever, vomiting, and
diarrhoea will be difﬁcult to distinguish from other more common
illnesses.8 It is noteworthy that only 50% of patients have overt
signs and symptoms of haemorrhage. The self-reporting of
symptoms and the screening of travellers for fever at airports
with thermo-surveillance has not worked in the past for SARS orH1N1, so why do believe it will work now? We must act
immediately if the virus is to be conﬁned to the continent of Africa,
given the growing concern of further international spread.10
Importantly, the 2005 international health regulations need to be
revisited, modiﬁed and enforced.
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